Diagnoses in patients with dizziness are often imprecise. A careful history and physical examination and the use of ancillary tests are helpful. Patients with psychogenic disease, head trauma, transient ischaemic attacks, and Meniere's syndrome, as well as patients with the entity of "benign positional vertigo" can at least be categorised even if the exact aetiology is obscure. However, there remain many patients for whom there appears to be no satisfactory diagnosis, even after restricting consideration to patients with recurrent attacks of true vertigo and objective vestibular disturbance. Drachman and Hart (1972) in a comprehensive approach to patients with dizziness classified six patients out of a total of 125 as "acute and recurrent peripheral vestibulopathy." They point out the problem with the use of alternative terms such as "vestibular neuritis, vestibular neuronitis, acute labyrinthitis, epidemic vertigo, and viral labyrinthitis." All of these terms suggest knowldge of aetiology and location of pathology that is not justified clinically. Drachman (Spector, 1967; Alpers and Mancall, 1971; Merritt, 1973; Baker and Baker, 1976 (Dix and Hallpike, 1952) , and does not properly apply to spontaneous recurrent, prolonged attacks of vertigo such as these patients suffered. Even patient 5, whose attacks were brief, had them occur without positional change. Transient ischaemic attacks would be a possible consideration in an older age group but unlikely in this group of patients with onset of symptoms usually before the age of 40 years and no other signs of vascular disease. We are thus left with the diagnosis of vestibular neuronitis, a very uInsatisfactory term. Although the description of vestibular neuronitis is appropriate in terms of age of onset and the absence of cochlear symptoms, the periodic recurrence of vertigo, the frequently normal caloric responses and brief duration of attacks are all atypical for this disorder (Dix and Hallpike, 1952; Harrison, 1962; Lumio and Aho, 1965) .
Syndromes similar to those suffered by the patients presented here occur in childhood and have been labelled benign paroxysmal vertigo of childhood (Koenigsberger et al., 1970) and paroxysmal dysequilibrium of childhood (Watson and Steele, 1974) . The major differences between these previous reports and this group of patients are the age of onset and the shorter duration of attacks in the childhood variety. Otherwise the similarity is striking, including the possible association with migraine.
Other syndromes that might superficially resemble this group of patients include acute intermittent familial cerebellar ataxia (Hill and Sherman, 1968) , paroxysmal ataxia associated with pyruvate decarboxylase deficiency (Blass et al., 1971 ) and other metabolic diseases, and vestibulocerebellar ataxia (Farmer and Mustian, 1963) . The distinction between ataxia and vertigo is not difficult in the supine patient, and associated neurological signs will readily distinguish these other patients. The disorder reported as familial paroxysmal nystagmus, vertigo, and ataxia (White, 1969) , on the other hand, may represent a similar syndrome. The positive family history and association with alcohol and sleep lack as precipitating factors are compared with the patients presented here.
I suggest the term benign recurrent vertigo to describe the illness suffered by the patients presented in the (Stahle and Terins, 1965; Dayal et al., 1974; Harrison and Ozsahinoglu, 1975) . Indeed, it has even been shown that a patient with one type of nystagmus may show conversion to another type over time (Dayal et al., 1974 (Eadie, 1968; Loh and Chawla, 1972; Dursteler, 1975) .
I do not suggest that this syndrome can never be mimicked by other diseases. Paroxysmal symptoms occur in multiple sclerosis and in some patients with intracranial tumours. Long-term follow-up of larger groups of patients with benign recurrent vertigo will be needed to assess how often non-benign illness may present in a similar way. Recognition of the clinical syndrome should speed this assessment.
